SUMMARY The pattern of chronic inflammatory rheumatic diseases seen in 52 black Zimbabweans was determined. These diseases constituted 2% of all treatable chronic endemic medical diseases registered around Gweru City. Rheumatoid arthritis (RA) and gout were the commonest, 38*8% and 28-8% of the total respectively. Systemic lupus erythematosus (SLE), polymyositis, progressive systemic sclerosis, mixed connective tissue disease, ankylosing spondylitis, and Reiter's diseases were seen less frequently. While the rarity of ankylosing spondylitis was not surprising, that of SLE was striking. RA seen in Zimbabwe was as severe as in East Africa, with a mean age of onset of 43.6 (SD 9.6) years, mean ESR 67 (SD 33) mm/h, seropositivity 78%, subcutaneous nodules 10%, and overall deformities in 35% of all cases. Gout was as seen elsewhere, with a mean age of onset 41.5 (SD 7.95) years, M:F ratio 6 5: 1, mean male serum uric acid 10-8 (SD 2.69) mgldl (0-64±0-16 mmol/l). Alcohol as a precipitating and aggravating factor was supported by a high mean drunkenness score of 10-3 (SD 3.89) out of a maximum of 17. Unawareness and underdiagnosis of these diseases are still likely problems in this part of the world.
in South African rural blacks,2 but relatively more severe in East Africa,3 South African urban blacks,4 Lesotho rural people,5 and Western Europe. In Zimbabwe RA has been reported in blacks but is thought to be less frequent than in Europe. 6 Similarly gout has been said to be probably uncommon in Zimbabwean blacks, though it presents in a typical manner.6 Reports of polymyositis, ankylosing spondylitis, juvenile chronic polyarthritis (JCP), and polyarteritis nodosa have appeared sporadically.7-9 The paucity of literature on progressive systemic sclerosis (PSS) and systemic lupus erythematosus (SLE) in Zimbabweans is striking.
Despite the reported high incidence of acute nonspecific arthritis8 10 there is very little information on Reiter's disease and other reactive arthritides. The literature on chronic inflammatory rheumatic diseases (CIRD) is rather scarce in this part of the world. Hence the necessity for this broad study to document their pattern in Zimbabwe.
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Patients and methods
There is a register of chronic, recurrent, or important endemic medical diseases requiring long-term follow-up excluding those cured, dead, and those where no further useful treatment is available, in the catchment area of Gweru General Hospital. This is a district which includes Gweru City and the immediate surrounding area, which at the time of initiation of the register in 1973 had a population of 100 000 people. The register was developed for black patients who depended entirely on public funding for their medical care. The hospital has one consultant physician, who runs the specialist medical outpatient clinic, is in charge of the adult medical wards, and sees and supervises treatment and follow-up of the registered patients. Gweru General Hospital is the only hospital serving this area to which all clinics refer patients. Only patients referred to the specialist medical clinic or admitted straight to the adult medical wards, having their permanent residential addresses in the defined area, and suffering from eligible endemic diseases were registered. Any Patients classified as suffering from rheumatological diseases singly or in combination with other non-rheumatic diseases were studied in detail to determine the characteristics of the diseases. There was also a smaller group of unregistered black patients with the same diseases who were included in the study. These were patients whose permanent residential addresses were outside the defined area but were seen at the hospital at the time. The salient clinical features and investigation results were recorded. Whenever applicable only those patients fulfilling specified internationally accepted criteria for classification were included in the study. [12] [13] [14] Diseases generally considered degenerative, traumatic, or mechanical were not included. The Table 3 . Twenty patients with RA formed the largest group, constituting 38-8% of the total. The female: male ratio was 2.3 : 1. The mean age of onset was 43-6 (SD 9.5) years. The percentage frequency of the salient clinical feature observed in these RA patients and the percentage frequency distribution of the affected joints are as shown in Tables 4 and 5 respectively.
Fifteen patients with gout formed the second largest group, constituting 28-8% of the total. The female : male ratio was 1: 6 5 and the mean age of onset 41-5 (SD 7-95) years. The mean serum uric acid level for untreated male gout patients was 10-8 ± 2-6 mg/dl (0.64 ± 0*15 mmol/l). Tophi were seen in 27% of the patients. Of interest is that 85 7% of Table 6 . Lastly, the drinking habits of gout patients is as shown in Table   7 .
The four cases of JCP were all females in the adolescent group, seronegative, and they had blacks.2 RA in Zimbabwe is mainly a seropositive disease. There are much fewer false RF positives, found in 6X91% adult dermatological patients and 0-43% older children,'6 compared with, say, East Africa, where the figure is as high as 14% of the population. A full spectrum of radiological changes of RA was seen, but no attempt was made to study these changes in minute detail to determine whether they were more compatible with seropositive or seronegative RA.17
It is worth noting the very low incidence of morning stiffness compared with that recorded in other series. This may mean that the symptom is either so mild that the patient does not volunteer it or it is overlooked by the examining doctor. There could well be a falsely exaggerated incidence of it in other countries due to overemphasis on its importance over the years. It is also interesting to note the frequent involvement of large joints like the knees in Zimbabwean RA.
Gout in black Zimbabweans presents in a similar manner to that seen elsewhere. Whereas the traditional social class classification as one of the factors influencing the occurrence of gout appears to be irrelevant here, the alcohol intake is significant. Workers elsewhere have found that the average daily intake of most nutrients, including total food purine nitrogen, was similar in gout patients and controls, except that the former drank significantly more alcohol, particularly beer. 8 In Zimbabwe, where 'communal drinking' is common, it is difficult to quantify the alcohol intake in absolute terms. Hence Chronic inflammatory rheumatic diseases, like hypertension, which only a few decades ago was said to be very rare in blacks in Africa but is now known to be a leading cause of morbidity and mortality, will surface more as medical care and awareness improve in this part of the world. 
